There is a high and rising prevalence of many allergic diseases in the Asia Pacific, including Hong Kong, which is unmatched by a commensurate provision of clinical allergy services. In the last 3 years, the allergy profile in Hong Kong has increased due to greater public engagement and more frequent educational activities, scientific outputs and publication of local guidelines on allergy prevention, diagnosis and treatment. Two new drug allergy clinics have been established in public hospitals, and for the first time in 20 years, Hong Kong has its first trainee in adult allergy. The current ratio of allergists per head of population has improved slightly from 1:1.46 (in 2014) to 1:1.17 million, but it is still low compared to many countries. The Hong Kong community is well supported by allergy-related professional societies and patient organisations. While the recent developments indicated some progress, Hong Kong remains inadequately equipped to take advantage of the new discoveries that may prevent allergic diseases and improve public health. There are also 5-fold more paediatric allergists than adult allergists per head of population. If this unbalance remains uncorrected, continuing care for allergic children as they grow into adulthood will be an increasing problem. This review provides recommendations to improve allergy service provision and training, including the creation of Centres of Excellence in allergy to drive the growth of this specialty.
Introduction
In 2015, the Hong Kong Allergy Alliance highlighted the rising trend of allergic diseases in Hong Kong and the heavy burden placed on local clinical services in the face of a relative paucity of allergy trained doctors and specialists. 1 It was estimated that there was only one allergy specialist for 1.46 million people, which was fewer than in many countries. 2 Training in Paediatric Immunology and Infectious Diseases (PIID) in Hong Kong, which included allergy, was robust but there had not been any local trainee in adult Immunology and Allergy for nearly two decades. It was recommended that two new multi-professional Allergy Centres should be created under a hub-and-spoke model in the public sector. 1 This review summarises some key discoveries on allergy prevention that could impact Hong Kong and the Asia Pacific.
Progress in allergy service provision and training in Hong Kong is updated and case histories are presented to illustrate the continuing challenges. The findings suggest that despite some progress, Hong Kong is currently still unlikely to be able to fully deliver the marked changes required to implement international guidelines on preventing allergies. [3] [4] [5] [6] Hong Kong's experience may parallel those of other Asian Pacific countries, many of which face similar challenges.
What is new in allergy prevention that could impact on Hong Kong and the rest of the Asian Pacific region?
Asia Pacific is densely populated and is undergoing rapid urbanisation. With the loss of protective factors associated with a rural environment and emergence of risk factors neonates had also found eczema to be a significant risk factor for IgE sensitisation to egg white and that eczema development could be substantially reduced with the daily application of an emulsion-type moisturiser during the first 32 weeks of life. 24 Researchers from Singapore investigated the timing of allergenic food introduction and food allergy outcomes from the Growing Up in Singapore Towards Healthy Outcomes (GUSTO) study. 25 They found that most of the infants had been introduced to egg, peanut, and shellfish after 10 months of age, but food allergy prevalence was very low between 12 and 48 months of age. There were no significant associations between the timing for introduction of allergenic foods and the development of food allergy.
The increasing numbers of reports on vitamin D deficiency among different North American 26 and European 27 populations over the past two decades have stimulated considerable debate on whether vitamin D deficiency contributes to allergic diseases. A nationwide, cross-sectional survey in 3720 Korean children aged 6-7 years reported the overall prevalence rates of vitamin D insufficiency (20-29 ng/mL) and deficiency (<20 ng/mL) to be 64.0% and 18.4%, respectively. 28 For a 1 ng/mL decrease in serum 25-hydroxyvitamin D [25(OH)D] level, the adjusted odds ratios for allergic rhinitis, current atopic dermatitis and skin-prick test positivity were 1.020, 1.027 and 1.013, respectively. Another Korean study found significant relationship between 25(OH)D levels and the number and degree of food sensitisation and eczema severity. 29 Vitamin D deficiency also increased the risk of sensitization to food allergens.
Wang et al published high prevalence rates of vitamin D deficiency and insufficiency among 826 Hong Kong Chinese children. 30 They found 25(OH)D levels to be lower among children with eczema, and there were inverse associations between 25(OH)D levels and both short-term and long-term indices of eczema severity. Further, vitamin D-deficient patients had higher serum total IgE levels than those with insufficient and physiological 25(OH)D levels. The relationship between vitamin D and eczema might be modulated by a number of vitamin D pathway genes. 31 The high prevalence of vitamin D deficiency was replicated in a population sample of 1,315 Taiwanese children aged 5-18 years who participated in the Prediction of Allergies in Taiwanese Children (PATCH) study. 32 However, serum 25(OH) D status was not associated with asthma, rhinitis, eczema, atopy and total serum IgE levels after adjustment for potential confounders.
Notwithstanding some conflicting data in the literature, when taken together, there is compelling evidence from large, well-designed clinical trials that early introduction of certain foods, aggressive management of eczema and addressing low vitamin D levels might provide major opportunities for allergy prevention. But even in high-risk infants, any benefits could be food-and population-specific. Further research is required urgently to define the window of opportunity and criteria for intervention including the target populations. Against the background of the rising prevalence of allergic diseases, rapid progress may only be made by a larger network of specialists with expertise in allergy diagnosis and treatment than is currently available in many Asian Pacific countries to Asian Pac J Allergy Immunol DOI 10.12932/AP-250817-0150 associated with adopting a western lifestyle, the rising prevalence of allergic disorders in the region will likely continue to escalate in the next few decades, 1, 7 thereby posing a severe burden on health services unless a preventative strategy can be implemented.
A number of early life modulators may play a central role in allergic sensitisation [8] [9] [10] [11] and they could be manipulated to prevent allergies. The World Health Organisation recommends exclusive breastfeeding of infants in their first six months of life, 12 and many international guidelines had previously also recommended delaying introduction of allergenic foods such as egg, fish, shellfish, nuts, and wheat-based foods during infancy. [13] [14] [15] Thus, the recent publication of Learning Early About Peanut (LEAP) data was transformational because the study found early peanut introduction starting at 4-11 months of life in high-risk infants imparted a significant protective effect against the development of peanut allergy. 16 Based on such important, groundbreaking results, most international guidelines on infant feeding have already been revised. [4] [5] [6] The LEAP study prompted world-wide interest in whether early introduction of other foods could also prevent allergy development. Perkin et al studied more than 1,300 infants who were randomly assigned to the introduction of 6 allergenic foods (peanut, cooked egg, cow's milk, sesame, whitefish and wheat) or to the standard UK recommendation of exclusive breast feeding to 6 months. 17 The children were assessed regularly until 3 years old for development of allergies to one or more of the 6 foods. While there was no significant difference between the two groups in the intention-to-treat analysis, the per-protocol analysis showed a significantly lower percentage of children in the early introduction group that developed any food allergy. 17, 18 A benefit was also seen for preventing peanut allergy and egg allergy.
Hen's egg allergy is one of the commonest forms of food allergy and early-life sensitisation to egg is strongly associated with sensitisation to aeroallergens in preschool years. The two-step egg introduction for prevention of egg allergy in high-risk infants with eczema (PETIT) study tested whether early egg introduction could prevent egg allergy, but it also instituted aggressive treatment of eczema before and during feeding of allergenic food. 147 infants aged 4-5 months with eczema were randomised to have early introduction of egg or placebo. 19 The clinical trial was terminated early because the results of the scheduled interim analysis of 100 participants showed that infants with early egg introduction had significantly fewer egg allergy (five [8%] versus 23 [38%] in the placebo group; risk ratio 0.222). The subjects did not experience increased risk of egg-induced allergic reactions. It was concluded that the introduction of heated egg in a stepwise manner along with aggressive eczema treatment was safe and efficacious to prevent egg allergy in high-risk infants.
Three studies on early egg introduction at 4-6 months of age failed to replicate its benefit for egg allergy in Caucasian babies. [20] [21] [22] In addition, 8.5% of infants who received egg early experienced significant allergic symptoms upon egg ingestion. 20 The inclusion of an aggressive eczema treatment strategy distinguished the PETIT study from the other clinical trials and thus this was a likely explanation for the difference in results. 23 An earlier randomised controlled trial of 118 Japanese drive forward discovery science and clinical practice. This will inevitably require dedicated investments of resources but the payback for implementing a successful strategy could be substantial public health gains.
How many allergy specialists are there in Hong Kong?
There are 4 Immunology and Allergy specialists listed in the Hong Kong Medical Council Specialist Register, 33 but only two of them practice allergy. Both of them were trained abroad and work in the private sector. Therefore, the ratio of registered adult allergists per head of population in Hong Kong remains around 1:2.8 million head of adult population, 34 which is exceedingly low.
There are 6 foundation fellows of PIID who spend on average about 40% of their working week on allergy, so Hong Kong has 2.4 full time equivalent (FTE) specialists in paediatric allergy. Hong Kong has about 1.3 million children under the age of 18 years old, so there is 1 paediatric allergist per 540,000 head of paediatric population. 34 This is less than the estimate 3 years ago of 1:460,000 1 as several paediatric allergists who worked full time previously can now only work part time due to increasing administrative and other responsibilities. This has implications for future manpower planning just to maintain the status quo let alone grow the discipline. The difference between numbers of paediatric and adult allergists is very striking and if this situation is not re-balanced, transitional and continuing care for children as they grow into adulthood will become an increasingly major problem.
The number of allergists in Hong Kong will increase by the end of 2017 when two paediatric trainees complete their training in PIID and another immunologist completes her training. However, these graduates can only work part-time in allergy because of the manpower constraints in the public hospital services.
Therefore, we estimate that by the end of 2017, in addition to two full time adult allergists, two immunologists and 8 paediatricians will spend on average about 40% of their working week in allergy. Assuming Hong Kong has a population of around 7 million, it will have one full time equivalent (FTE) allergist per 1.17 million population, 34 which is slightly better than the 1:1.46 million figure estimated in 2014, 1 but this would still be inadequate to deliver a robust service.
These figures could have underestimated the available expertise because many patients with allergic diseases are treated by non-allergy specialists and General Practitioners. These doctors are not included in the calculations because the extent of their allergy training cannot be ratified by any existing mechanism. In addition, a few clinicians will have received dual training overseas in Allergy and another specialty, but they are only permitted by the Hong Kong Medical Council to be registered under one specialty, so may have decided to register under a non-allergy specialty. Nevertheless, it is the authors' experience that Hong Kong has very few doctors who have a wide breadth of allergy experience (including but not exclusive to the use of specific allergen immunotherapy, food challenges and specialised allergy testing) who are not already registered as specialists in Immunology and Allergy; Immunology; or PIID. Even if the few doctors who are dually trained are included in the metrics, it would be unlikely to detract from the conclusion that the Hong Kong community is inadequately served by trained allergists.
The authors know of only one published global survey of the ratio of allergists per head of population 2 ( Tables 1  and 2 ). Hong Kong ranks 6 th out of 7 countries in the Asia Pacific, Australia and New Zealand; only Malaysia has fewer allergists. In the rest of the world, Hong Kong ranks 30 th out of 36 countries with Ecuador, France, Honduras, Mongolia, Peru and South Africa having less representation. The data need to be updated as the figures (apart from Hong Kong) were published 11 years ago and there could have been significant improvements in some countries, which might make Hong Kong's comparative position even worse.
Hong Kong is among the top 14 countries in the world for gross domestic product per capita 35 with an average annual growth rate of 2.6% and prides itself in having an excellent and mature health service. 36 Therefore, it is both surprising and concerning that Hong Kong, despite its abundance in wealth, is not only insufficiently served by allergy specialists locally, but also very low when compared to the neighbouring region and the rest of the world. The lack of allergists can create significant problems as illustrated by the following case histories: Case 1: A 53-year old man was recently reviewed at a specialist clinic of a public hospital by an allergy trainee after decades of waiting for an allergist's evaluation. For the past 20 years, he had been admitted to different public hospitals around Hong Kong for idiopathic anaphylaxis. He had first experienced urticaria and facial angioedema about 20 years ago while rushing his daughter to school after eating bread for breakfast. Since then, he has experienced more than 10 similar episodes of varying severity after eating different types of foods, but no consistent allergens could be identified. His most severe reaction occurred when he collapsed while strolling with his wife after he had eaten at a buffet. He was hospitalised for severe anaphylactic shock with hypotension, requiring intramuscular adrenaline, intravenous steroids and anti-histamines. This naturally caused the patient much anxiety and he was on a very restrictive diet. He had no follow -up for his suspected allergies and was never prescribed an adrenaline auto-injector, the therapy of choice for treating another potential life-threatening event. At his recent attendance, skin prick testing was positive to various wheat -containing foods and serum specific IgE levels to wheat and omega-5-gliadin were very high. He was diagnosed with wheat -dependent exercise-induced anaphylaxis and was advised to avoid wheat and other co-factors. An emergency treatment plan and adrenaline auto-injector were prescribed. No further episodes of anaphylaxis have occurred since the appropriate avoidance measures were instituted. Exercise induced anaphylaxis was first described 37 years ago. 37 If the patient had come under the care of an allergist when he first presented with his symptoms, he could have been saved a lot of anxiety, life-threatening events due to the lack of diagnosis and appropriate preventative education and treatment, and unnecessary visits to an over-stretched public healthcare system. cycle, and 90 minutes after taking aprepitant for prevention of vomiting, he was awakened by facial angioedema, conjunctival injection, upper body flushing, chest tightness and nasal congestion during the carboplatin infusion. Symptoms resolved after stopping the infusion and administration of inhaled salbutamol with intravenous chlorpheniramine and hydrocortisone. Serum tryptase measured one hour after the onset of allergic reaction rose to 5.3 microgram/L from 2.8 microgram/L, suggestive of drug-related anaphylaxis. 38 The patient was initially labelled as having developed allergies to both carboplatin and aprepitant. Carboplatin, which was the first-line drug for his brain tumor, was stopped and a second-line chemotherapeutic regimen was considered.
Advice from the hospital's paediatric allergy team was obtained and the patient underwent allergy testing to carboplatin, which showed no reactivity to skin prick (10 mg/ mL) but had a 4-mm increase in wheal size and 20-mm flare from carboplatin intradermal injection (1 mg/mL).
The patient was desensitised to carboplatin in the Paediatric Intensive Care Unit according to a previously published 12 -step protocol. 39 He initially tolerated the desensitization well, but during administration of the last infusion bag he developed similar (although less intense) symptoms as his first reaction. He was eventually successfully desensitised after his protocol was lengthened to 14 steps and he has been receiving the revised regimen safely in the Paediatric Ambulatory Care Unit on a monthly basis.
This case exemplifies the role that an allergist can play in the management of a patient with drug allergy. If the allergy team had not been involved in his care, the patient would not have received his anti-cancer treatment of choice.
Case 3: A 24-year-old man with atopic dermatitis and food allergies had attended the Paediatric Allergy Clinic in a public hospital since childhood. He originally had cow's milk, egg and nut allergies. When his skin prick tests to milk and egg revealed reducing reactivity to both foods, he was subjected to oral food challenges which were negative and he has subsequently tolerated the foods. However, he continued to have severe allergies to peanut and tree nuts and experienced allergic reactions requiring the use of his adrenaline auto -injector after accidental ingestion. More recently, he had been having worsening eczema and frequent skin infections which would have been best managed by admission to the hospital to be treated following a well-established protocol. 40 However, the paediatric ward only accepts patients ≤18 years old and there is no adult allergy service, so the patient has to receive suboptimal skin care in the outpatient setting.
The Paediatric Allergy team can no longer supervise his care as an adult and he does not have the resources to see a private adult allergist so he is left in limbo. This is a problem that arises only too frequently when there is no network, as in Hong Kong, to care for allergic children once they outgrow their paediatric health providers.
Recruitment from overseas
One way to grow a discipline is to recruit specialists from overseas. 1 In 2016, a public hospital in Hong Kong recruited an American board certified general paediatrician and combined adult and paediatric allergist/immunologist from the United States. However, he has to spend another 4 to 5 more years fulfilling the requirements of the Hong Kong Medical Registration Ordinance and local specialty registration with a focus on non-allergy related clinical duties before he will be recognised as a specialist in Hong Kong. This delay creates a significant obstacle for recruitment from overseas and there is a well-justified debate on whether Hong Kong should have a mechanism to recognise the qualifications of these fully trained specialists more rapidly, especially those with expertise that can fulfill an unmet need.
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Realignment of resources
It was also suggested earlier that it may be possible to create a new allergy service by realigning some resources, 1 as numerous studies have shown that the disease-modifying treatment of allergen-specific subcutaneous injection immunotherapy is associated with substantial cost savings in health care. 44 However, this strategy can be an obstacle because of competing priorities, so it is encouraging that in 2017 two public hospitals in Hong Kong have established new penicillin allergy testing services. One of the services has already made a significant impact. It was confirmed that beta-lactam drug allergies were often over-diagnosed; leading to unnecessary avoidance, increased medical costs and use of less effective antibiotic therapies. More than 90% of the patients tested so far for a beta-lactam allergy by skin and provocation testing did not have drug allergy and their false allergy labels could be removed.
The two new services are operated by a Respiratory Medicine specialist and the Immunology and Allergy trainee under supervision, respectively. They had both gained experience in testing for drug allergies at an Allergy Centre in a private hospital in Hong Kong supervised by an accredited Allergist. This example of collaboration between the private and public sectors could provide a template for future progress.
Training and academic developments
In a long overdue development, Hong Kong now has its first trainee in adult Immunology and Allergy in 20 years, so there is a total of 5 trainees undergoing allergy training currently. There is also a specialist in Rheumatology who is interested in allergy and will spend a few months in the UK in 2017 to receive allergy training. While this bodes well for the future growth of the specialty, it is slow and more trainees are required, especially in adult allergy.
The trainee in adult Immunology and Allergy obtained permission from the Hong Kong College of Physicians (HKCP) to visit overseas Centres for parts of his training to maximise his exposure to Allergy as there were no approved allergy trainers in Hong Kong. The earliest time the current trainee can be considered as a trainer himself in Immunology and Allergy is 2021, when he will be Hong Kong's only formally approved adult allergy trainer if he continues to work in an approved Centre. While acknowledging there are significant advantages to be gained from overseas training, it would be ideal if Hong Kong could also develop mechanisms to enhance local opportunities to help train future allergists. This might include recruiting allergists in private practice to become official trainers. There is a precedent already as the Hong Kong College of Family Physicians enlists private General Practitioners to help deliver parts of their training programme.
Allergy is a major component of the training curriculum of both the specialties of Immunology and Allergy under the HKCP and PIID under the Hong Kong College of Paediatricians. As allergic patients comprise a large proportion of the daily clinical practice of PIID subspecialists, the subspecialty board of PIID has applied to change the name of the subspecialty to "Paediatric Immunology, Allergy and Infectious Diseases" (PIAID). The impact of this visionary decision, if approved, on securing the future of paediatric allergy as a discipline in Hong Kong cannot be overemphasized.
Professional societies and patient organisations
The Hong Kong community is well supported by allergy related professional societies and patient organisations. These include the Hong Kong Institute of Allergy (HKIA), Hong Kong Society of Paediatric Respirology and Allergy (HKSPRA), Hong Kong Society of Paediatric Immunology Allergy and Infectious Diseases (HKPIAID), Hong Kong Allergy Association (HKAA) and Hong Kong Asthma Society (HKAS). They all host allergy conventions, symposia and courses. They publish position papers and clinical allergy practice guidelines. 3, 45, 46 They have their own websites and some of them have social media platforms to engage the Dermatology and Otolaryngology, respectively, and a Centre of Excellence in allergy is not intended to compete with specialists in these and other disciplines. To the contrary, successful Centres are trans-disciplinary and should be collaborating with colleagues to provide integrated and holistic care for complex patients who are often characterised by multisystem involvement.
Future interactions between Allergy Centres with other disciplines could be facilitated by defining the types of patients that would require specialised intervention and management by a Centre of Excellence in allergy. These criteria could be guided by those recommended by the UK's National Health Service Commissioning Clinical Reference Group 54 and include patients with increased risk of death because of the severity of their allergic condition (e.g. drug allergy, anaphylaxis, angioedema, brittle asthma), persisting poor quality of life with a major allergic component despite routine therapies, requirement for allergen immunotherapy, rare diseases leading to allergic symptoms requiring complex investigations and therapies (e.g. mastocytosis, hypereosinophilic disorders, hereditary angioedema) and diseases with allergic symptoms but where the cause is unclear requiring input by specialists to make a specific diagnosis, identify triggers, optimise management and prevent further recurrences.
The hub-and-spoke model for Allergy Centres was adopted by the UK in 2007 55 and a pilot Centre was subsequently created. Each of the two medical schools with their partner hospitals in Hong Kong has the core of an allergy and immunology service already. It would not require a lot of resources to transform each of them into a Centre of Excellence. The imminent opening of a Children's Hospital also provides an opportunity to integrate various strands of paediatric allergy and immunology expertise into a Centre of Excellence. Before and after these Centres are created, service provision in allergy might be further improved by creatively establishing new clinics through realignment or sharing of resources.
An international survey 2 revealed that the ratio of allergists per head of population in countries that are best represented by allergists is 1 allergist:<100,000 heads of population. Likewise in Hong Kong, most of the main medical specialties are also similarly serviced. 33 Thus, Hong Kong will require at least 70 allergists for a population of around 7 million if it is to approximate other medical disciplines locally and to be close to the best international standards. There are about 4.5 fold more adults than children in Hong Kong, so this equates to a minimum target of 16 (FTE) paediatric allergists and 54 (FTE) adult allergists.
The current lack of any adult allergy trainers in Hong Kong is an impediment to building a thriving clinical service. While acknowledging the benefits of gaining experience overseas, more consideration could be given on how to improve the local training environment, for example, by outreach to private allergists. Meanwhile, it will be essential to formulate a transparent exit strategy for the current batch of allergy trainees so that their career progression is an exemplar to other potential trainees who could be inspired to join the programme. public. They publish regular newsletters. HKIA also offers scholarships for members to train overseas and provides travel grants to attend allergy conferences. A new competitive research grant scheme was launched in 2016.
Two patient organisations, namely HKAA and HKAS, are committed to making a difference to patient experience through peer-group support, patient and public education, advocacy, and organisation of social activities.
The HKAA was founded in 2008 by individuals with allergic disorders, their care-givers and medical professionals as a tax-exempted charity. It organises regular educational events for its members and peer-group sharing. The Association also offers out-reach programs to schools, teaching teachers how to use adrenaline auto-injectors. Funding was obtained from the government to employ a full-time staff member and rent a permanent premise at a relatively low cost. The premise was converted into an Education Centre and commenced its service in 2017.
The HKAS was established in 1989. This group provides services for asthma and allergy sufferers as well as their families so that they can better manage their condition. With the support of the Hong Kong Thoracic Society and the HKSPRA, the HKAS also offers medical advice to its members.
Discussion and recommendations
The creation of a flourishing allergy service has become increasingly pressing with the rising prevalence of allergic diseases and the strong emerging evidence that suggests there could be ways to prevent development of allergy, including the early introduction of allergenic foods to infants. 3, [4] [5] [6] 16, 17, [47] [48] [49] [50] [51] [52] However, the logistic difficulties and resource implications for implementing early introduction of peanut (let alone multiple foods) to prevent allergy are enormously challenging even for countries that are well served by allergists. 53 Hong Kong and many countries in the Asia Pacific are simply not equipped in terms of expertise, manpower and facilities to test the new hypotheses comprehensively or to take advantage of these major public health advances in allergy.
While it is encouraging to note that a few of the suggestions proposed in 2015 1 to improve allergy provision and training in Hong Kong have been accomplished, it is disappointing that the major proposal to establish Allergy Centres of Excellence is far from being achieved in any public hospital.
Centres of Excellence provide an integrated 'hub' of multi -professional allergy expertise. They have many advantages. They can provide much needed seamless transitional care to children with allergic diseases as they grow into adulthood. They conduct world leading research in the discipline. They can be a structured framework to plan staffing and resource allocation in the specialty. They coordinate teaching of allergy to undergraduates and postgraduates, and they develop transparent career paths and integrative exit strategies for trainees. They can provide outreach clinical services, train doctors and allied health professionals in primary and secondary care (the 'spokes') and raise the professional and public profile for the discipline.
Many patients with asthma, eczema and rhinosinusitis are currently being treated by specialists in Respiratory Medicine,
Conclusion
The public and professional profile of allergy in Hong Kong has increased in the last few years. The community is well supported by professional societies and patient orientated patient organisations. The numbers of allergists have grown slightly. Two new drug allergy clinics have been established de novo in public hospitals. However, Hong Kong still has an unmet need for allergy specialists and is ill equipped to exploit recently discovered public health opportunities to prevent allergy.
The specialty can be helped to grow by recruiting suitably trained allergists from overseas and by realignment of resources to create new services. Recruitment from overseas would be facilitated by shortening the process for the assimilation of recruits into Hong Kong's healthcare system.
It is our strong recommendation that at least two Centres of Excellence in allergy are established in Hong Kong, with their many clinical and academic advantages, to lead the drive towards reaching the goal of having one allergy specialist serving 100,000 heads of population.
Finally, engagement of the profession and the public about allergy is fundamental to any proposed strategy to develop the discipline.
It would be helpful if a more expeditious mechanism for registration for overseas trained doctors in Hong Kong can be agreed so that they can be assimilated into Hong Kong's health care system more quickly in the face of ensuring high professional standards, especially those with expertise that can fulfill an unmet need such as allergy.
Finally, educating the profession and engaging the public about allergy and its prevention are urgently required. Introduction of changes, for example, to traditional infant feeding habits will require a seismic shift in professional practice as well as a change in societal culture and behaviour.
